The community context in which older persons reside exerts a significant influence on their longterm care behaviors and choices (Rowles, Beaulieu, & Myers, 1996) . For example, older adults who reside in sparsely populated and geographically remote rural settings generally have access to a smaller number and narrower range of health and human services compared with their more urban and suburban counterparts (Coward, Bull, Kukulka, & Galliher, 1994; Krout, 1994a) . Rural shortages have been documented in ambulatory care services (Wallace & Colsher, 1994) , community-based services (Krout, 1994b) , in-home services (Nelson, 1994) , adult day services (Conrad, Hultman, Hughes, & Hanrahan, 1993) , and specialized geriatric medical care (Coward, Duncan, & Netzer, 1993) . As a consequence, community-dwelling rural elders with severe functional disabilities are less likely than urban and suburban older adults with the same limitations to be receiving assistance from a formal care provider (Coward, Cutler, & Mullens, 1990) and are less 'Support for this research was provided by grants from the National Institute on Aging (AC11186 and AG09649) and the Agency for Health Care Policy and Research (HS00086). The opinions expressed here, however, are those of the authors and do not necessarily reflect those of the funding agencies or the University of Florida Health Science Center. Appreciation is expressed to Angela M. Hightower for her assistance in the preparation of the manuscript. department of Health Policy and Epidemiology and the Center on Rural Health and Aging, University of Florida College of Medicine* Gainesville, Florida. Address correspondence to Dr. Chuck Peek, Department of Health Policy and Epidemiology, College of Medicine, The University of Florida Health Science Center, P.O. Box 100177, Gainesville, FL 32610-0177.
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'Department of Sociology, University of Florida, Gainesville, Florida. likely to add a formal care provider to their helping network over time (Coward & Dwyer, 1991) . Rural heath care systems are not deficient, however, with regard to the supply or use of nursing home care. Instead, research has shown that rural communities have a larger number of nursing home beds per capita of elders than urban and suburban settings (Coward, Duncan, & Uttaro, 1996; Shaugnessey, 1994) and that a larger proportion of nonmetropolitan elders resides in long-term care facilities (U.S. Bureau of the Census, 1992). Moreover, longitudinal studies of the incidence of nursing home admissions have demonstrated that in both the general population (Coward, Netzer, & Mullens, 1996) and in subsets of the older population who are at high risk of institutionalization (Coward, Home, & Peek, 1995) , older adults who live in lesser urbanized and thinly populated nonmetropolitan counties are more likely to experience a nursing home admission over a 6-year period compared with their counterparts who reside in any other community context. Two basic explanations have been offered to account for the greater use of nursing home care in rural America. The first is based on the smaller number and narrower range of long-term care options available in rural areas. Some have argued, for example, that the underdevelopment of in-home and community-based services in many rural settings reduces the ability of older adults in those contexts to maintain their independent living status and may force them "prematurely" (i.e., at younger ages and with less disability) into nursing homes (Greene, 1984) . And, indeed, there is evidence that new admissions into rural nursing homes, compared with their counterparts in urban-based facilities, are more apt to report that there were services that they had needed but that were not available in their communities (Coward, Duncan, & Freudenberger, 1994) . There is also evidence that the use of home health services in rural areas is negatively correlated with the supply of nursing home beds (Kenney & Dubay, 1992) , which are more abundant in rural America (Coward, Duncan, & Uttaro, 1996; Shaughnessy, 1994) .
The second explanation is rooted in residence differences in perceptions of long-term care. Proponents of this view argue that residential differences in the incidence of nursing home admissions may occur because rural elders hold more positive attitudes about entering a nursing home than their more urban and suburban counterparts. Again, there is some evidence that is consistent with this argument. For example, based on an ethnographic study of a nursing home in rural Kentucky, Rowles, ConcoteHi, and High (1996) have argued that in that community context the boundary between the facility and the community was very permeable. They observed that residents in that rural community were regularly and routinely involved in activities at the home and that the residents of the nursing home were frequently integrated into the activities of the community. These recurrent social exchanges, they argued, may reduce the undesirability of entering a nursing home and may blur the distinction between living in the community and living in a nursing home. In a similar manner, in personal interviews with a small convenience sample of older African American women (N = 98), Schoenberg and Coward (1997) observed slightly more positive attitudes about the possibility of entering a nursing home among rural compared with urban residents. In addition, the rural elders in their sample were more likely than their urban counterparts to have visited friends and relatives in a nursing home and thus were more familiar with the care provided in such settings.
This investigation seeks to examine further the possibility that there are differences by place of residence in the perceptions of older adults regarding long-term care alternatives. This research uses data from a stratified random sample of older adults (65+) to examine whether the residence difference in orientation toward nursing home care demonstrated by qualitative studies translates into a ruralurban difference in preference for long-term care. We also focus on the simultaneous effects of other characteristics of older adults (sociodemographic, health, and social network characteristics) that may be associated with preferences for long-term care.
The aspect of preference used in this analysis is based on a hypothetical set of circumstances that require a long-term care decision be made. Specifically, we constrain the preference to reflect the choice an older adult would make if, faced with failing health, she or he was unable to live independently. Zsembik (1996) has argued that preferences reflect both the socially conditioned desire for a particular outcome and the set of available alternatives, and thus represent an important dimension of the calculus that older adults use in making living arrangement decisions. In this analysis, we extend this logic to preference for long-term care. We believe this extension is appropriate given that the hypothetical circumstances on which the choice of long-term care is based necessitates consideration of living arrangements.
Methods
The data for this investigation were collected as part of an on-going longitudinal study of the longterm care patterns of a panel of older adults living in the community (for more details about the methods used in the study than offered in this section, consult Coward, Peek, Henretta, Duncan, Dougherty, & Gilbert, 1997; and Gilbert, Duncan, Kulley, Coward, and Heft, 1997) . Following an initial baseline telephone interview in the spring of 1994, respondents have been recontacted by telephone at 6-month intervals. The data on attitudes about nursing home care that form the basis for this investigation were collected during the 12-month follow-up (spring 1995) .
The baseline panel of 1,200 respondents was selected using a two-stage disproportionate sampling approach (Aday, 1989) . In the first stage of the sampling, a telephone screening (lasting approximately 7 minutes) was conducted in four target counties to identify a pool of respondents who were willing to participate in follow-up interviews (by telephone and in person) and possibly a clinical exam. Because of the content and nature of the study, proxies were not accepted and only eligible respondents were interviewed. The screening procedure identified 5,254 older adults who agreed to participate in follow-up contacts (74.4% of contacts participated to the extent that their eligibility for the study could be determined).
From that pool of respondents, a stratified random sample of 1,200 elders was recruited into the longitudinal panel (78.7% response rate). The baseline panel included oversamples of residents of sparsely populated and remote rural communities, African Americans, persons with incomes at or below the poverty level, and individuals who had reported a health impairment during the screening interview.
A total of 1,005 of the original respondents (83.8%) completed the 12-month follow-up interview (the sample size rises to 1,017 when weights are applied). A small number of respondents did not participate in this wave of interviews because they had died (34 respondents or 2.8%) or were already residing in a nursing home (13 respondents or 1.1%). Additional respondents were contacted but refused to participate in this round of interviews (29 or 2.4%), or were too ill to participate (12 or 1.0%). No contacts were attempted with 43 respondents because they had either refused on an earlier round (37 or 3.1%) or had been too sick to be interviewed during an earlier round (6 or 0.5%). Finally, 64 respondents (5.3%) could not be located during the interview period.
The Geographical Location of the Sample. -The sample was stratified into two residential groups which, for ease of nomenclature, we refer to as rural and urban. The urban part of the sample was selected from a 21-ZIP code area in the downtown section of a large metropolitan city (1990 population of 635,230) located in north Florida. The rural sample was drawn from three nonmetropolitan counties that were located in the same region of the state but that had much smaller and more widely dispersed populations (ranging in size from 10,930 to 16,569). These four counties were chosen for two reasons: (a) they contain a range of community contexts, and (b) they have a relatively large proportion of African Americans in their populations (ranging from 24.4% to 43.4%).
Preference for Long-Term Care Alternatives. -Information about the preferences of the respondents for entering a nursing home was gathered through a hypothetical question that asked respondents to envision what they would do if they were no longer able to live independently. The specific question was: "If because of failing health, you found that you could no longer live on your own, and had to make other arrangements, where would you live?" If respondents answered that they would live with their spouse, they were asked where they would go if their spouse could no longer maintain them at home. By constructing a hypothetical situation in which a long-term care choice must be made, this question simulates a situation that might be faced when a threshold of dependence is crossed, due either to a change in health (acute or chronic) or the inability of the caregiving network to maintain an older adult's existing level of independence. This scenario permits us to measure the preferred course of action contingent upon requiring long-term care.
This question was administered in an open-ended fashion; no response choices were provided. Responses were grouped into three categories. Approximately two in five respondents (42%) volunteered that under such circumstances they would prefer to live in a nursing home. An additional 31.8% indicated that they would go to live with a family member. Finally, 26.3% did not know to whom they would turn under such circumstances. A total of 34 respondents did not answer this item. An additional 59 respondents provided an answer that could not be classified in one of the three categories described earlier. These 93 cases were excluded from further analyses.
We maintained the "don't know" response as a separate category, rather than treating it as missing data or combining it with another response category, to determine if the lack of long-term care contingency plans represented an independent and substantively interesting perceptual stance. The "don't know" response could represent a lack of long-term care options, an unwillingness to consider eventual long-term care needs, a belief that these issues are not relevant, or some other decision-making calculus. Given the exploratory nature of this investigation, we decided to maintain it as a separate and unique category to determine if there were residential differences in the proportion of respondents who answered in this manner.
In this investigation, our primary interest is in the effect of community context on the preferences of older adults about entering a nursing home, contingent upon the inability to live independently. We suspect, however, that other factors will also influence the preferences held by elders; for example, the status of their health and the family circumstances in which they live. As a consequence, in the multivariate regression models that we use to predict the constrained preferences of elders toward nursing home care, we have included measures of other characteristics.
Sociodemographic Characteristics. -In addition to residence, we examine the impact of six other sociodemographic variables on nursing home preferences: age, gender, race, marital status, education, and poverty status. Age was a continuous variable measured in years. Gender and race were each dichotomous variables coded " 1 " if the respondent was female or African American, and coded "0" otherwise. Current marital status was categorized into three groups: (a) married; (b) divorced, separated, and never married; and (c) widowed. Education was categorized into five levels: (a) less than an 8th grade education, (b) some high school, (c) a high school graduate, (d) some college, and (e) a college graduate. Poverty status was determined at the time of the screening and confirmed at baseline. A series of questions was employed to determine the size of the household and whether the total income for the household in the prior year was above or below both the poverty threshold and the near-poverty threshold (defined as 150% above the poverty threshold). Respondents were placed into one of three categories: (a) in poverty, (b) near poverty, and (c) not in or near poverty. Despite the nonthreatening and nonspecific method in which the income questions were worded, a significant portion of the sample included in this investigation (158 or 15.5%) refused to answer. As a consequence, in the multivariate models we included a dichotomous variable to represent those who did not provide sufficient information for us to determine their poverty status.
The Health of the Elder. -To represent the state of health of the respondents, we examined five indicators: self-perceived health, difficulties performing activities of daily living (ADLs) and instrumental activities of daily living (lADLs), number of medical conditions, and whether the elder had reported a decline in health during the past 6 months. At each telephone contact, respondents were asked to rate their health, compared to others their age, as excellent, very good, good, fair, or poor. During each inVol. 37, No. 4,1997 terview, respondents were also asked about the difficulty they had performing six ADL tasks (bathing or showering, dressing, eating, getting in and out of a bed or chair, walking, and, getting to or using the toilet) and four IADL tasks (getting to places outside of walking distance, shopping for groceries and personal items, doing light housework such as washing dishes or light cleaning, and, preparing meals). The number of tasks that the elder reported performing with difficulty was summed and separate scales were created for both ADL (0-6) and IADL (0-4) tasks.
At baseline (spring 1994), we also inquired about 10 specific medical conditions: high blood pressure or hypertension; diabetes or high blood sugar; cancer or a malignant tumor of any kind; chronic lung disease such as chronic bronchitis or emphysema; any heart disease or condition; stroke or cerebral hemorrhage; arthritis or rheumatism; glaucoma, cataracts, or other eye disease; a broken hip; and being overweight or obese. For each medical condition, elders were asked if a physician had ever told them that they had that condition (even if they didn't have it now). Finally, each respondent was asked to evaluate any change in his or her overall health that occurred since the last follow-up interview. This information was used to construct a dichotomous variable coded " 1 " if the respondent's health "got worse" over the past 6 months, and coded "0" if her or his health "got better" or "stayed the same."
The Social Support Circumstances of the Elder. -Four variables were used to reflect the type of social support available to the respondent: availability of children, receipt of informal help, receipt of formal help, and use of community-based services. Using information on parental status, household composition, and proximity of noncoresident children, availability of children was grouped into 6 categories: (a) no children, (b) at least one coresident child, (c) nearest child lives less than a mile away, (d) nearest child lives between 1 and 10 miles away, (e) nearest child lives between 11 and 100 miles away, and (f) nearest child lives more than 100 miles away. The receipt of informal help is a dichotomous variable coded " 1 " if the respondent received help from a descendent (i.e., a child, stepchild, child-in-law, or grandchild) with an ADL or IADL task and was coded "0" otherwise. Similarly, receipt of formal help is a dichotomous variable coded " 1 " if the respondent received paid help from a nonrelative with an ADL or IADL task and was coded "0" otherwise. Finally, use of community-based services is a dichotomous indicator coded " 1 " if the elder used a community service at the time of the baseline interview (i.e., senior center, special transportation, homemaker services, visiting nurse, or home health aide), and coded "0" otherwise.
Weighting To Adjust for the Complex Sampling Design
A set of weights was developed to adjust for the oversampling that was used to select the sample. Data were weighted to match county census rates for age, sex, race, and poverty status. Because there are no census data comparable to the disability measures we used in the screening instrument, the final sample was weighted to reflect the rate of occurrence of those disabilities that were observed in the screening sample. Because of the large discrepancy between the population sizes of the counties that comprise the rural and urban samples, weights to adjust for residence were not used. The weights were scaled so that the size of the race and residence groups was the same in the weighted and unweighted samples.
Data Analysis
The data analysis proceeded in three phases. First, we compared the distribution of the responses of the sample to the hypothetical question about where respondents would go if they could no longer live independently. In particular, we compared the responses of the two residential subgroups. Second, we examined the distribution of the sample across the sociodemographic, health, and social support factors that could also influence the respondents' preferences about entering a nursing home. Specifically, we compared the distributions of both rural and urban residents on these factors. In the final phase of the analysis, we estimated a series of multinomial logistic regression models to weigh the simultaneous influence of residence, other sociodemographic characteristics, health, and social support on preferences for nursing home use. The long-term care alternative preferred by the respondent, if unable to live alone (i.e., in a nursing home, with family, or don't know) served as the dependent variable in the these models, with nursing home serving as the reference category in all of the comparisons.
Results

Residence Variation in Preferences For Long-Term
Care. - Table 1 contains a comparison of the distribution of the total sample, and each of the two residential subsamples, across the three responses to the hypothetical question about which alternative would be selected if the elder could no longer live independently. These data indicate that there were statistically significant differences (p < .001) by residence in the alternatives that were chosen. Specifically, if unable to live alone, rural elders were less likely than urban elders to report that they would enter a nursing home if their failing health prevented them from living independently (36.2% vs 48.2%). Rural elders were more likely than their urban counterparts to indicate that they would live with family members (37.5% vs 25.7%). Approximately equal proportions of both residential groups were uncertain where they would go (26.4% of rural respondents and 26.1% of urban respondents).
Comparisons of Other Characteristics of the Sam-
ple. -The sociodemographic, health, and social Notes: Analyses are based on weighted data. Percentages may not sum to 100% due to rounding (± .1%). ADLs = activities of daily living. lADLs = instrumental activities of daily living. 'Due to omitted or missing cases, 919 respondents answered the question regarding long-term care options. A total of 474 of those responding were rural while the remaining 445 were urban. support characteristics of the total sample, and the rural and urban subsamples, are also shown in Table 1 . Significant differences between the rural and urban samples are apparent in all three clusters of factors. Specifically, four of the six sociodemographic characteristics varied significantly by place of residence. Similarly, rural elders were observed to be in poorer health than their urban counterparts and to have significantly different social support networks. Because these other potential influences on preferences for entering a nursing home covaried with residence, we next estimated a series of multivariate models to examine the simultaneous effects of all of these factors to determine if place of residence continued to be a significant influence on the long-term care alternatives that were chosen in the hypothetical scenario.
Multivariate Models of Long-Term Care
Choices.
-The dependent variable in these multivariate models was the long-term care alternative an elder would prefer if he or she was unable to continue living independently (i.e., a nursing home, family, or "don't know"). This three-category variable was structured so that the choice of a nursing home acted as the reference category. The results of these models are presented in Table 2 .
The data in Column 1 of Model 1 in Table 2 , which included only residence as a predictor variable, indicate that rural elders were more likely than urban elders to report that they would turn to a family member rather than to a nursing home if unable to live independently. By exponentiating the logistic regression coefficients, the odds ratios of a given contrast in the dependent variable can be obtained. The residence coefficient in Column 1 (b = .674) indicates that the odds of a rural elder opting for family care compared with nursing home care in this hypothetical situation is approximately double that of an urban elder (e 674 = 1.96, p < .001). The data in Column 2 of Model 1 indicate, however, that there was no statistical difference between community groups in responding "don't know" rather than choosing nursing home care.
In Model 2 of Table 2 (Columns 3 and 4), the effect of community context on the dependent variable was estimated while simultaneously examining the influence of other key factors (i.e., the sociodemographic, health, and social network characteristics of the respondents). In Column 3, the effect of residence on the choice between family care and nursing home care remained significant when other variables were entered into the model. Indeed, the introduction of these variables had little impact on the magnitude of the effect of residence on the likelihood of choosing a family member (b = .686, e 686 = 1.99, p < .001). Likewise, the effect of residence on having no opinion regarding long-term care compared with selecting nursing home care remained nonsignificant (see Column 4 of Model 2 in Table 2 ). Some of the other variables included in Model 2 also had a significant effect on the preferences expressed by the older respondents. For example, when choosing family care rather than nursing home care, race, gender, education, and childlessness were all significantly related to the choice of the individual (see Column 3). Specifically, African American elders were more likely than Whites to express a preference for family care over nursing home care. Women were more likely to choose nursing home care compared with men as were respondents who did not complete high school compared with high school graduates. We find evidence that the effect of education on preference for longterm care alternative is not monotonic; those with some education beyond high school (but no college degree) are also more likely than high school graduates to prefer family care. In contrast, elders with no living children were more than three times less likely (6 = -1.240, e" 1240 = .289, p < .001) as elders with a child living nearby (within a mile) to report that they would turn to a family member for care rather than enter a nursing home.
A different set of characteristics -education, self-perceived health, and use of community services -were associated with the choice between entering a nursing home and the uncertainty of not knowing what one would do. Respondents who did not complete high school (compared with high school graduates) were significantly more reluctant to select a nursing home. Elders reporting fair health were more likely than those in excellent health to not know to whom they would turn if unable to live independently (compared with selecting nursing home care). Finally, older adults who had used community services were more likely to view nursing home care as a long-term care option rather than having no clear sense of what they would do if unable to live independently.
Discussion
Following qualitative studies that suggested rural elders may hold more positive attitudes about the possibility of entering a nursing home (Rowles, Concotelli, & High, 1996; Schoenberg & Coward, 1997) , we examined data from telephone interviews with a stratified random sample of communitydwelling elders. In this sample, we observed that rural elders were significantly less likely than their urban counterparts to name a nursing home rather than a family member as their preferred living alternative in response to a hypothetical question about what they would do if, because of declining health, they were no longer able to live independently. Thus, the findings of this study do not support the supposition that rural elders have more favorable views about the possibility of entering a nursing home.
If this finding were to be confirmed in other rural samples, it would mean that rural elders are more likely to be confronted with an incongruency between their expressed preferences for care and the actual realities of their lives. That is, if rural elders are less likely to perceive placement in a nursing Analyses based on weighted data. ADLs = activities of daily living. lADLs = instrumental activities of daily living. N = *.05 > p £ .01; **.01 > p > .001; ***p < .001.
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home as a preferred alternative when unable to continue to live independently (as suggested by the findings in Table 1 ), but are more likely to experience an admission into a nursing home over the course of their lifetime (as suggested by the longitudinal studies of Coward et al v 1995, and Mullens, 1996) , then upon entering a nursing home rural elders may have a greater psychological adjustment to make in order to resolve the cognitive dissonance that may exist. Does this mean that rural elders may have a longer or more negative period of adjustment upon entering a nursing home? Does this discordance between preference and experience negatively affect the outcomes of their nursing home care? Or, over time, do the perspectives of rural elders adapt to the realities and chalVol. 37, No. 4,1997 lenges that they face in trying to maintain an independent living status in the context of a sparsely populated and remote rural community -for example, the lesser availability of home care (Kenney & Dubay, 1992; Nelson, 1994) , a narrower range of housing alternatives (Clark, 1992) , and a greater supply of nursing home beds (Coward, Duncan, & Uttaro, 1996) ? Each of these questions underscores a gap in our knowledge about the experiences of older adults with nursing home care.
Our finding that rural elders were nearly twice as likely as urban elders to report that they would turn to family members rather than nursing homes if their failing health resulted in no longer being able to live independently (see Table 2 ) is consistent, however, with earlier research that has documented the greater reliance of rural elders on family sources of support in times of need. For example, Coward et al. (1990) reported that severely impaired elders residing in nonmetropolitan communities were significantly more likely to be receiving assistance exclusively from informal helpers (the vast majority of whom were family members) than older residents living in more urban and suburban community settings. Thus, although the preferences expressed by the elders in our sample are inconsistent with nursing home admissions patterns that have been observed over the life course, they are consistent with the caregiving patterns observed among elders who remain living in community settings.
The apparent discrepancy between preferences and behavior may also reflect an underlying difference in timing. That is, perhaps the residential difference between choosing a nursing home over family that we observed reflects a difference in the "first choice" to whom elders would turn for help. From that perspective, as we indicated earlier, rural elders' expectations that they will rely on family members under such circumstances is entirely consistent with the finding that in rural community contexts older adults do depend more heavily on family members (Coward et al., 1990) . In a similar manner, the predilection of urban elders to be more reliant on formal social service systems (as reflected in their greater likelihood of choosing nursing homes compared with rural elders), is wholly consistent with the observations reported by earlier researchers documenting a greater reliance on formal care providers among older persons living in more urban and suburban community contexts (Arling & McAuley, 1984; Coward & Dwyer, 1991) .
Another possible interpretation is that the initial greater reliance on family members among rural elders cannot be sustained over long periods of time, ultimately leading to higher rates of institutionalization. Earlier research has indicated that the family members of severely disabled nonmetropolitan older adults are more likely than urban families to be providing care alone and without the assistance of formal service providers (Coward et al., 1990) . Over time, such circumstances may take their toll on family caregivers. Indeed, several analysts have concluded that the greatest deficits in aging network services in rural areas are with respect to those services most targeted for severely disabled and frail elders -hospice, adult day services, skilled nursing home care, and rehabilitative medicine (Coward, Netzer, & Peek, 1996) . To the degree that this is true, it may reduce the ability of rural families to sustain their caregiving efforts over an extended period of time. Faced with a diminished capacity to sustain care, the lack of home and community-based services to augment their efforts, and the near absence of alternative housing options, rural elders and their families may eventually conclude that the nursing home is their only reasonable remaining alternative.
A fruitful line of future research may consist of comparing sources of residence variation in preferences for long-term care with the underlying factors responsible for other dimensions of variation in long-term care preferences. In addition to residence, we present evidence that race, gender, education, and family network are also associated with a preference for familial versus nursing home care. Education, self-perceived health, and use of community services influenced the choice between entering a nursing home and answering "don't know." By exploring more deeply the underlying factors responsible for the differences in long-term care preferences in special populations of older adults, gerontological researchers will gain valuable information on the calculus of long-term care decisions. One particularly instructive comparison may be between the sources of variation in race and in residence care preferences. As is the case with residence, race is also a determining factor in nursing home admission. However, older African Americans' preferences and admission rates do not demonstrate the same incongruity as those of older rural residents. Indeed, nursing home admission rates for older African Americans are lower than among their older White counterparts (Wolinsky, Callahan, Fitzgerald, & Johnson, 1992) . Comparing the sources of race and residence variation in preferences for long-term care may provide insight into the extent that cultural context, kin networks, and the interface between the nursing home and the community shape the views and behaviors of older adults toward long-term care alternatives. The contrast between the preferences and experiences of African American elders and rural elders underscores the need for additional research on older African Americans who live in rural areas.
Our inability to confirm that rural elders have more positive views toward nursing home care than their urban counterparts could also be a result of error in our measure of preferences for long-term care. Operationalizations based on a single survey item (even one constrained by the hypothetical circumstances we imposed) may miss complexities or nuances of the concept it is intended to measure. Perhaps the question that we asked did not adequately gauge the views older adults hold regarding the possibility and desirability of entering a nursing home. An alternative research strategy would be to more directly ask respondents to rate their feelings about the potential of entering a nursing home. Or, perhaps a better test of the hypothesis would be to assess the attitudes of older adults as they enter a nursing home or at a point where their health status makes the possibility of entering a long-term care facility more immediate, real, and relevant. Future research may want to explore both alternative or multiple measures and data collection methods for assessing the preferences, attitudes, and expectations regarding long-term care alternatives.
Despite these measurement uncertainties, there is some evidence in the models that we estimated that is consistent with observed admission patterns. For example, Whites in the sample were significantly more likely than African Americans to report that they would turn to a nursing home rather than family members when faced with the inability to live independently (see Column 3 of Table 2 ). This finding is consistent with earlier longitudinal research that has established that Whites are more likely than African Americans to enter a nursing home (Wolinsky et al., 1992) . In a similar manner, the most fully specified model in Table 2 (Model 2) indicates that elders without children are approximately 3.5 times more likely than older adults who have a child living less than one mile away to choose a nursing home over family members when faced with the hypothetical inability to maintain their independent living status (Column 3). Again, this is entirely consistent with previous research that has demonstrated that childless older adults are at much greater risk of entering a nursing home (Wolinsky et al., 1992) . These consistencies within certain groups of elders between their expressed preferences and actual observed admissions trends lends some credence to the measurement used in this study. Thus, the inconsistency between residential preferences and patterns of admission may reflect an actual tension between preferences and alternatives that, in turn, may portend a different set of challenges upon the admission of a rural elder into a long-term care facility.
Our research effort to advance current knowledge of long-term care preferences is also potentially limited by measurement and specification issues involving the independent variables used in this analysis. Better measures of factors that vary across place of residence and also potentially influence nursing home preferences -such as socioeconomic circumstances, experience using longterm care services, or composition of the support network -could provide more insight into the source of residential differences we observed. It is also difficult to determine the long-term care options that older individuals perceive as open to them. For instance, knowledge of eligibility for Medicaid or other sources of funding used to offset long-term care costs could color an older adult's view of the desirability of entering a nursing home. More elaborate measures of service supply characteristics of the areas from which the sample was drawn might also further illuminate the source of residence variation in preferences for long-term care. Finally, we have no measure of variation within the rural population. The ability to distinguish those who live on farms from those who do not might also enhance the analytical power of research in this area. Future investigations may want to address these limitations.
Ultimately, however, researchers and health care providers are still left with an inadequate explanation of residential differences in nursing home admissions rates. Although qualitative research suggested that there may be systematic differences in the degree to which elders in different community contexts were relatively positive about the possibility of entering a nursing home, this large-scale community survey provided very little evidence of such discrepancies. Future research will need to continue to pursue, therefore, viable explanations for the differences in nursing home admission rates that have been observed.
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